ultimate point (disease in its terminal stage).
INTRODUCTION
the same criteria and methods. 2 However, none of the indices can be considered ideal for all purpose, accurate, valid and reliable for assessing the malocclusion for the priority of treatment need, allocating limited resources and assessing treatment outcomes. 3 The objective of this article is to review the historical aspects of various orthodontic indices, provide their brief description and to classify them. 
Requirements of an ideal index (WHO
22
The method for recording malocclusion can be classified into qualitative and quantitative methods. 25 Qualitative method describes the occlusal features and provides descriptive classification of the dentition, however does not provide any information of the treatment need and outcome. Malocclusion symptoms are recorded in all or none manner as the studies on epidemiology of malocclusion do not define the method of measuring the variables.
26
Quantitative methods quantify the complexity and severity of the problem rated in a scale or proportion. They are used to prioritize the need for treatment. Their use minimizes the subjectivity related to the diagnosis, outcome and complexity assessment of orthodontic treatment. (Draker, 1960) , 17 spacing, therapeutic extractions, postnatal defects, congenital defects, mutilation, congenital absence, supernumerary teeth. • Clinical tool that allows the categorization of dental relationships in late mixed dentition and early permanent dentition into five discrete categories 
DISCUSSION
The present article reviewed various orthodontic indices available in the literature. Classification of orthodontic indices proposed by Shaw et al 7 is the most comprehensive system found. Descriptions on indices and methods of the assessment of malocclusion mentioned in the present article are based on the opinion of respective authors.
Initially malocclusions used to be described as per the clinical features on qualitative basis, later there have been attempts to quantify them in scale and scores. The present article also attempts to categorize various orthodontic indices into qualitative and quantitative methods.
Most of the orthodontic indices use study model for analysis, however direct examination on patients and photographs have also been used in other systems. Study model serves as a patient awareness tool for the patients and allows three-dimensional analyses. Traditionally, the opinion and experience of the orthodontist are used to explain the discrepancy of the dental arches. In fact, no single classification is found to be ideal, accurate, valid and reliable for assessing the malocclusion and yet that is simple. There have been many disagreements among the authors and researchers about various indices, therefore many newer systems are developed to fulfill the shortcomings of the antecedents. Angles classification 8 is still the most widely used system in clinical and epidemiological purposes and IOTN 21 is perhaps the most accepted index for assessing treatment need. ABO Discrepancy Index 50,51 serves as the contemporary tool for complexity scores and academic evaluations.
